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Read before the Kansas Medical Society, at Iola, May 7, 1908. 


I have selected this text as hypertrophy. It belongs to 
the type of trouble which is surgically, the most interesting and 
in which the greatest number of errors in diagnosis are made. 
The subject is not a new one; from the earliest times medical 
men have considered it. It selects men who have passed the 
meridian of life, without any consideration for their former health 
and activity. 

You I trust, will pardon me, if I refer to the fact that the 
prostate is a mixed organ; a muscular and glandular body, quite 
34 of it being muscular, of the unstriped kind, and 14 glandular. 
Its shape and size is like a horse-chestnut, it weighs about 275 
grains. It is situated a little below the symphisis pubis and only 
a short distance from the anus. __It surrounds the posterior urethra 
and neck of the bladder. 

It is held in place by the pubo prostatic ligaments and the 
anterior fibers of the levator ani muscles. Between the prostate 
and rectum is a quantity of loose connective tissue and the prostatic 
plexus of veins. Normally the prostate consists of two lateral 
lobes, separated by a depression and fissures; additional lobes 
or irregularities are the result of changes coming from age, disease 
or injury. 

It has a dense fibrous capsule, reflections of which pass into 
the substance of the organ. The vacium glands are covered 
with columner eithelium. The functions of the prostate has 
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caused much speculation. The concensus of opinion, is that 
it is purely a sexual organ, and that any other use, if it has any 
is purely secondary. 

Physiologically through its muscular endowment, the prostate 
controls the ejaculatory ducts. Just inside of its mucous coat 
is a system of nerves, very peculiar in their origin and arrange- 
ment, the function and action of which in an unsolved problem. 

The glandular features of this organ is very important. Its 
secretion is distinctly antiseptic for the spermatic fluid. It 
offers food and prctection to the spermatozoa. 

Why should an organ that is so absolutely indispensable, 
and without which the race would end, be the source of so much 
trouble to such a large percentage of old fellows, and to some 
of us who do not feel as old as actual evidence would prove? 

After spending some time in looking up the pathology, I 
am of the opinion that there is a little known and that little is 
disputed by the different authorities. They all seem to agree that 
it is a chronic, noninflamatory hyperplasia, affecting both the 
glandular and muscular tissues. Arteriol sclerosis has been thought 
to be the cause by Guyon and as ably disputed by Cooper and 
Motz. The analogy between prostatic hypertrophy and the 
fibroma theory of Thompson, has faded under the light of modern 
research. 

White and Martin’s theory, that there was some relation 
between it and the testicles, is at this time not considered. 

Personally I incline to bacteria as the original cause of the 
trouble, and in my opinion it depends upon an inflamatory origin, 
and in the majority of instances the cause is the gonococci. 

A diagnosis of the abstract fact of hypertrophy is easy. The 
refinement necessary to actually measure and determine its pre- 
cise geography, while it is interesting from a scientific stand- 
point, requires special instruments and skill and these are not 
always at our command. 

The damage, that the prostate can do, does not depend 
entirely upon its size. Often in the course of examination we 
find a very large prostate that is practically producing no symptoms. 
On the contrary, in another case we find one of apparently very 
small size that is producing the most active symptoms. The 
condition is best estimated by the result rather than by its size 
aud shape. I am of the opinion, as the result of some little thought 
and study, that the cystoscope in the diagnosis is unnecessery. 
The symptoms together with a digital examination, possibly aided 
by a sound in the bladder, are all that is necessary. The whole 
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symptom complex, the changes in urine, urethra, bladder, ureters 
and kidney, are all explained by the residual urine. It causes 
cystitis, the cystitis causes frequent desire for urination, frequent 
urination increases existing congestion, and all of these in turn 
may bring on retention of urine. The catheter is used, infection 
is very liable to occur in a bladder already congested. The re 
tention and affection of the urine produces circulatory changes 
in the kidney. The quantity of urine is increased and a viscious 
circle is established. If the predominant urinary obstructions 
be not removed, it will quickly affect the patient’s health. 

In the differential diagnosis. Atony, simple in character, 
is perhaps the most difficult. The symptoms may very closely 
simulate those of prostatic hypertrophy. The patient will find 
himself required to strain intensely to start the flow of urine, 
he will be a long time in empting his bladder, in consequence the 
frequency of urination will be increased, and it may be impossible 
to differentiate: but passing the catheter and palpating the prostate 
should clear this up. Of course this atony may be due to stricture; 
then it is not so simple a matter to exclude prostatic hypertrophy, 
although the age of the patient will be of great value in making 
a diagnosis. 

Cystitis when not due to prostatic enlargement, or stricture 
has no residual urine. 

I have seen on rare occasions paralysis of the bladder mistaken 
for hypertrophy but more often the reverse is true. The attend- 
ing physician makes a diagnosis of paralysis when he has an en- 
largement of the prostate, to deal with. 

A calculus of the bladder will not be mistaken for an enlarged 
prostate, unless it is both firmly fixed and thickly coated with 
mucus so that no grating is imparted to the sound. Abut one. 
in four of these cases are complicated by the presence of a calculus. 
Bleeding is more common when the calculus complicates the 
enlarged prostate. Pain is frequent and constant while in uncom- 
plicated prostate enlargement it is usually an insignificant symptom. 
Frequency of micturation is during the day. These patients are 
not much disturbed at night. The X-Ray will at times detect 
the presence of a calulus. 

Likely the most difficult thing to differentiate is a polypoid 
growth in the bladder, springing from the region of the prostate. 
It may simulate a pedunculated ‘‘middle lobe’ of this organ, but 
we should remember that in nearly all forms of vesical tumors, 
other than prostatic, spontaneous hemorrhage is an early and 
conspicious symptom and is usually not attended by much pain. 
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Fragments of the growth are frequently passed in the urine. 
A miscrosopical examination of these fragments will solve the 
difficulty. 

Tuberculosis of the bladder may occasionally simulate an 
enlargement of the prostate, but this is frequently accompanied 
with similar disease elsewhere in the body; most oftenin epididymi- 
tis 

Abscesses of the prostate usually follow an acute infection, 
The history of the case, sudden onset, rapid enlargement, pain. 
sepsis with obstructive symptoms, will arouse our suspicions, 
Palpation will reveal a mass usually one sided. If permitted 
to remain unopened, this abscess will rupture into the urethra, 
rectum, or perineum, making the diagnosis certain. 

There is another condition that a great deal is written about, 
described as sclerosis of the neck of the bladder, and has been 
especially studied by Chellenwood. Its symptomatology and 
morbid anatomy do not appear to differ materially from those 
accompanying inflammatory hypertrophy of the prostate, but by 
means of a combined examination, the absence of any enlarge- 
ment of the prostate is readily determined. 

Malignant disease in not common, and when present is usually 
carcinomatous. Sarcoma is extremely rare. Dr. Powers of 
Denver reports that he found in the literature, only six cases besides 
the one which he reported in the August number of the ‘Review 
of Reviews’. Its most important symptoms is the great local 
or referred pain, which later shoots down the inside ofthe thigh 
and may simulate stone, by being felt in the end of the penis. The 
prostate is densely hard, enlarged and firmly fixed. Sarcoma 
when found induces cachexia more rapidly than carcinoma and 
the rate of growth is more rapid. 

What is the prognosis and what can be done for these cases? 
will be asked. It is a question of much importance. There are 
but few diseases in which it is so necessary for the physicians 
to know what may be accomplished by the various methods of 
treatment. 

It is not sufficient nor it is humane to hope that these patients 
will die of some intercurrent affection, before the necessity occurs 
for active treatment. Each case is a special study in itself. 

To me there are two main questions to be answered. First; 
Can a patient’s life be saved, prolonged, or be at least not sacri- 
ficed? Second, will his sufferings be relieved wholly or in part? 
Under medical treatment and the use of the catheter there is 
no prospect of terminating the patient’s life. With a thorough 
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understanding that even when every antiseptic precaution -is 
taken, in catheterization, his life may be prolonged and in some 
cases be very comfortable. It is true that some patients only 
have to pass the catheter once or twice in twenty-four hours, 
and will likely live a life of comparative comfort and likely die 
of some inter-current pneumonia of some other acute disease, 
but when the catheter has to be passed four to eight times a day 
and is attended with pain and difficulty, procrastination should 
not be considered at this day and age. The expectancy of these 
people is at the most only four years, so that clearly the life of 
the average patient is shortened by such treatment. 

The next thought is drainage. It is in my opinion to be 
thought of only in an occasionally very debilitated subject, or 
in one very old. Drainage by a catheter introduced through 
the urethra can seldom be endured. We cannot forget the 
successes of Thompson and McGuire in treating these patients 
by supra-pubic drainage. My experience with supra-pubic drain- 
age, has been limited to three cases, and as a result of that exper- 
ience, I am impressed that if that was all the patient would 
allow me to do, at this date, I would absolutely refuse to do any- 
thing. 

This method should receive little consideration, unless it 
is merely a preliminary step towards a radical operation. The 
same applies to castration, vasectomy, and ligation of the in- 
ternal iliacs. 

The Bottinii operations which a few men think very highly 
of, likely stands midway between the palliative and radical methods 
of treatment. I think it should only be spoken of to be con- 
demmed. The radical operations to be sure, have a distinct 
mortality, even when every mitigating circumstances have been 
considered, a few die from the operation itself. Possibly they 
would have lived a little longer, if left alone. To be sure it is 
important to use good judgment in selecting your cases. Each 
of us after some of our best efforts, asks himself, ‘had my treat- 
ment been a little different, would not the patient have recovered, 
or have lived longer? at any rate he would not have died as 
the result of my treatment.” 

My thoughts is that all of those cases with few exceptions 
should be subjected to an early operation, long before the secondary 
results to the bladder, ureters and kidney, have had time to devel- 
ope. : 

I feel sure that the surgery of the prostate has a brilliant 
future, as much if not more than that of the appendix. Just 
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as soon as the rank and file of the profession realize how much 
can be done and how important it is that it should be done early 
these poor sufferers will not have to drag out a miserable existence. 

The question asto the best route to attack the prostate has 
been settled in my opinion. The supra-pubic method has many 
advocates, and for a time seemed to have the best of it. My 
experiences have all been with the perineal route, and I am decidely 
in its favor. From an anatomical standpoint, it is certainly 
the most rational of the two. In the vast majority of cases the 
removal of the enlarged prostate, does not meet all the indica- 
tions. These cases do not get to us until the consequence of mechan- 
ical obstruction and infection has produced such changes that 
free drainage is absolutely necessary Not all enlarged prostate 
can be removed by enucleation. I had one case in which the 
diseased organ had to be removed by Morcellement. It seemed 
as though we cut most of it away with the scissors. 

I follow as nearly as possible the method of Parker Symes. 
but his rubber tractor so often gets punctured, or is out of order 
from some cause, that I of late, depend more and more upon the 
Young tractor to bring the prostate within easy reach of my index 
finger. So far the median incision has given it all the room I 
required. Perhaps we have been fortunate in not having very 
large prostates or very fat subjects. 


DISCUSSION. 
Dr. Sheldon, of Rosedale.—There was so much that was good in the 


* paper I shall only speak of a few things. First of all, the statement that the 


doctor places gonorrhea as most often the cause of enlargement of the pros- 
trate, is one. It seems to me that it is a singular fact that many patients who 
have gonorrhea several times pass on through to an old age without enlarge- 
ment of the prostate, and many times people with enlargement of the pros- 
tate give absolutey no history, and it seems that the majority of them give 
the history of not having had gonorrhea. It is true gonorrhea may produce 
inflamatory enlargement of the prostate but I believe there are many other 
frequent causes. One thing is the feature of congestion. We know that in 
varicose veins the fibrous tissues will become affected, the epithelial tissue 
may multiply. When we consider that the prostate, the same as the rectum, 
is suggestive to possible hypertrophy, and that these veins are large and num- 
erous and not supplied with valves and often times the patient is constipated, 
we cannot ignore this fact. 

He menticned the Bottinii operation to condemn it. I will agree as a 
a rule the Bottinii operation should not be used, but in this same paper we 
hear a report of a case of contracted neck of the bladder, removal of the pros- 
tate is unnecessary in these cases. The trouble is in the neck of the blad- 
der and I believe the Bottinii operation will cure these pstients, and as a rule 
it is less serious than removal of the prostate, and in all probalility it will be 
seen that the sucessful results of the Bottinii operation have been in this class 
of cases rather than in the enlargement of the prostate case. We have read 
there is no definite relation between the size of the prostate and the — 
toms produced, and it would seem in some of these cases the neck of the blad- 
der was at fault and not the prostate itself and I believe the time will come 
when the Bottinii operation will be limited to this exception to the rule. 
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What is said about infection, drainage, ete., everyone wil! agree. Every- 
one will have a different techniaue. 

Dr. Liggett, of Oswego.—I want to commend the paper; I think it was 
very excellent indeed. My experience is not large enough to make any 
corrections, and yet my study of the subject would indicate that carcino- 
ma was more frequent than the doctor would indicate. He said it was 
very infrequently cancerous. My reading would indicate it is quite com- 
monly cancerous. 

1] want to commend him on his idea about drainage. If the patient 
will not permit you to do the rouse operation, I think we ought to hesi- 
tate a good deal about opening his bladder at all. I only did that one time, 
and the doctor says he has done that operation three times. He says he has 
done it for the last time, I have too, one is enough for me. 

The matter of castration I take up simply to say in these cases he men- 
tions where the patient is not very sick, passes the catheter twice a day and 
gets along comfortably, I think he will find a little operation will help him 
so much he ean get along without .a catheter at all. It is a very simple oper- 
ation under cocaine, You don’t injure the man in his sexual capacity, He 
has probably got where he don’t want to raise a family, it don’t take away 
the desire and his feelings are the same and you do give him relief. I have 
eases where they got along very nicely; they are not cured but toa man who 
refuses prostatectomy and yet wants some relief it is the best thing we can 
give. I think this is a surgical ailment and not medical, all the drugs you 
ean give him will not do him much good. 

Dr. L. R. Sellers, of Osawatomie.—The paper was a very interesting 
paper. There are some things in it that I may believe after studying it 
more. The doctor’s assertion that gonorrhea was a very important factor 
in the large prostate. I am not prepared to accept that just now. My prac- 
tise has been largely in the country, and I have found in country practise 
where country people are all supposed to he chaste, that about one in four 
of all old men after they reach the age of 65, suffer from enlarged pros- 
tates. Inthe city I know a city doctor where most every case that 
comes to him is a_ probability of venereal disease, he is easily led 
into that line of thought and that conclusion, but the paper was interesting 
for the treatment. I have never been able to do anything for those cases. 
An old man would come to me, had been using the catheter, his whole idea 
was simply when and how to empty his bladder, and I always felt the soon- 
er you die the better for you. I was never able to do anything for him and I 
would like to hear, when Dr. Munn closes his discussion, the results of his 
operation, and if he can promise anything for old people whom I can do noth- 
ing for I will send him some of those who come to me. 


Dr. Bowers, of Wichita.—I have been very much interested in this 
paper from more than one standpoint, and more especially from the 
speech of the last man on the floor. He is oid in years and he has seen 
the results with the old men that the younger members of the pro- 
fession have not seen so frequently, and this is the most important 
thing that this paper brings out to this body is the necessity of arriv- 
ing at a conclusion whether these cases are medical or whether 
they are surgical, and when the time comes that they are no more medical 
they should be turned over to the surgeon. There is no more pitiable ob- 
ject in the world than a man that-has been been described by the man who 
just left the floor. There is no other patient that gives you more satisfaction 
and is more thankful for what you have done for him when you have reliev- 
ed him of the condition he has suffered from retention of urine. Then if we 
can arrive at a conclusion and know what is best for these people, that we 
should do, that the general practitioner should do. The surgeon meets with 
these cases last; they don’t consult him first; they consult their family physi- 
cian,the general practitioner,and the surgeon gets them as referred cases only. 
It does not benefit the general practitioner to hang on to a case he cannot 
do any good, and he does something else, he holds the case with the 
object of searching his text books to see whether he can do something for him, 
and they are so indefinite, Prostatic surgery is just making its evolution 
today. Ten years ago we knew nothing about it; five years ago we began 
to hear something about it, but there is very little in the text book that helps 
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the general practitioner today. We must look to our Journals, to the re- 
ports of men who are doing surgical work. 

As to the etiology I have attempted in 47 cases I have had to determine 
something about it. I have been unable to come to any _ conclusion. 
Reading the writings of the men who have done the most work along that 
line, they seem to be unable to come to any conclusion as to what is the true 
etiology. It is supposed about 34 per cent of males who arrive at 60 years 
of age possess large prostates,and about 50 per cent of those suffer from re- 
tention and diseases that follow the retention. I am inclined to believe the 
infection we find is secondary and that primarily we have to do with a fibrose 
condition of the prostate. I have operated supra-pubically on 31 cases. 
18 of those cases I have done what is known as partial prosttendia. My 
first work and my first attempt at prostate surgery was throush the peri- 
toneum. I had a some bad luck poll I had a case that lead me to do a supra- 
pubic operation and since I have done my first supra-pubie operation I have 
never done a perineal operation since. 

The anatomy of this organ when it is throughly understood I believe 
will give us a very good idea of the location of the prostate. The prostate 
in studying Nap pe is a gland in the bladder wall and it is not until pub- 
erty, there is a shape in its embryonic state, and it is not until puberty 
when this gland begins to develop and the internal sphincter develops after 
puberty.. The outer sphincter is beyond the prostate gland. This pros- 
tate gland is held up in this capsule by the fascia that comes from the peri- 


neal fascia. 


Dr. C. C. Nesslerode, Kansas City: There is one thing that has not 
been mentioned that is the usual cause of death, and when surgical 
interference is justified, and that is the ultimate outcome of these 
men, that is pyonephrosis, and the one thing that comes to me 
is this: Weread so many times that people die of senility at 68 and 70. 
I have often wondered if it asn’t probable that a large per cent of these men 
died of prostatic hypertrophy and infection of the bladder. I remember one 
autopsy I did on a case, a man of 68 years old; he came in giving a history 
of some stomach trouble, and in taking his history and going over the abdo- 
men found he wasn’t having a perfect control of his bladder, and after ex- 
amination found he had an infected bladder and infection of both kidneys, 
one was much enlarged and tender and the other was not. The man had 
never had gonorrhea, he came to the doctor telling a story of stomach troub- 
le. He remained in the hospital for ten or twelve days until he died, and 
vomited continously and at the autopsy the one kidney that wasn’t palpa- 
ble had gone through the stage of pyonephrosis, was thin and contracted 
a little_larger than your two thumbs, it was _so small one might easily have 
said ‘‘Here is a man with one kidney, the other not being aga AO but it 
was found it simply represented the stage of pyonephrosis, Had that 
man lived long enough I think the second kidney weakd have gotten to the 
same stage as the one involved. The end of all these fellows is going to be 
just like that one unless they are operated upon. We got a good many cases 
of old men in the hospital, and the work there in prostatic manipulations has 
been very encouraging, old men who have gotten to the age of 70 and had to 
use the catheter for some months because of retention of the urine. I remem- 
ber one man that recently was brought 300 miles, hadn’t passed urine for 
30 hours, and the prostate was removed and in the course of three weeks he 
went home. He was out of bed the fifth day. It is a bad business to put 
them on their backs and keep them there. Another man was out of bed i in 
the third day. They both went home perfectly well, and a man like that is 
surely to be congratulated. It seems to me there is no other class of cases 
that offer more encouragement to do work, and so many men are not doing 
a manipulation. It is certainly a field of work that needs attention. 

he work I have seen has most all of it been done supra-publically. 


Dr. McDonald: The . so has very interesting to me for a num- 


ber of _ reasons, especially from the fact I have now two 
cases. I havea man e bout 70 years old with a very large prostate, 
very little pain but he is atly annoved by having to draw 
during his sleeping hours. Then i have a case quite differentof an 
enlargement of the lobe with a great deal of distress in a traveling man 
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about 36 year of age, and the cases present quite opposite charaters, and I 
am wondering what would be the chief factor in a case like that towards an 
operation, whether it would be the proper thing whether I could comfort 
that old man of 70 years of age or whether he would still suffer ineontin- 
inence, and what I could promise the younger man. The paper was very in- 
teresting especially in view of these cases I have in hand. 


DR. WALTHALL, of Paola—I am like all the rest of them, this paper 
interests me very much; in fact, we country doctors see a good many cases of 
it, and I believe most of the people who discuss this subject, even surgeons, 
talk along the line of the surgical treatment, but we country doctors cannot ap- 
ply tothe surgeons in every case, and it is my opinion there is one thing we over- 
look, and that is that a great many of our cases where there is retention, it 
is due to an acute infllammation, pessibly due to the retention of urine and 
in all probability to passage of the eatheter that has been unclean, and I 
have had to relieve a few of my cases by supra pubic drainage, a treatment 
Dr. Munn, I think, condemned, applied until you can reduce the acute in- 
flammation, I think it is very well to do because I have seen a few cases it 
wasn’t possible to introduce a catheter and in those cases I have just done 
the supra-pubie drainage until means could be used to reduce the inflamma- 
tion, and then possibly they would go on for years. I have one case in mind 
as getting along very nicely that several different times I have had to drain 
his bladder the best way I could and use hot applications and do everything 
I could to reduce theinflammation,and after that he would passalong very 
nicely, and it is this thought I want to leave with the people, especially 
the country doctors that cannot do an operation at once or send their patient 
to the surgeon, and that is, don’t rush into surgery until you have tried 
the other means, most of them have retention on account of acute inflama- 
tion and when that is passed by the rest of it can be handled. 


DR. A. V. LODGE, of Iola—I have a case which came to me just 
esterday, the case of a man 60 years old,I didn’t know what to do hardly; 
he has been in charge of another doctor who has irrigated the bladder about 
three or four times a week and he has used electrical treatment. The gland 
is not so much enlarged but what he can pass his urine whenever he wishes 
to a little but there is a good deal of retention. I recommended an opera- 
tion to the man, or suggested it as a relief but he will not submit. Am 
I to say I cannot do anything for him, and just let him go? He has had 
his other treatments, or am I to put him through the routine treatment 
which has been given? I wonder what would be the best thing to do. I 
would like to hear Dr. Munn suggest something. 


DR. JONES—I wasn’t going to say a word about this but there are one 
or two points that have not been brought out, and one of them is—What are 
you going to do for your old man of 70 or more who has already a pretty 
well marked pyonephrosis? It has been my observation these cases in 
the hands of most operators, men of unquestioned ability in the line of 
operative procedure, that they lose a very large majority of their cases. 
I recall a series of three operations in one day by a man whose reputation 
is a by wordin the American profession, and all three of these cases had 
well marked pyonephrosis, and all of them died inside of 36 hours, and 
I find that is not an unusual consequence in those well marked cases of 

yonephrosis: Those men are really moribund when you get hold of them. 
There are men that are doing more of that kind of work than I am, but 
this is the kind of a case I pass by. If he has gone on until there is abso- 
lutely nothing else to do, if he has reached that age, your mortality rate 
is going to be so high that if your patient understands it he will not sub- 
mit to operative procedure; therefore I should say in all of these prostatic 
eases don’t let your operative procedure be your last resort, and watch 
your mortality rate. hen we make this a process of selection we are 
going to get better results. In a small hospital how are you going to treat 
these old cases? In the very small number I have had they have about 
emptied the hospital of all other cases. The odor that comes from those 
cases from the perineal route is something frightful, and it is going to last 
for several days. You have got to get him up. You can irrigate his bladder 
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but there is going to be soiling and you will have an odor that is going to 
scent up all your hospital. I have tried various means of combatting it 
but not successfully. 

The point Dr. Munn didn’t bring out in etiology is traumatism. In 
a large numberof cases I have found I could discover some trauma preceding 
the actual history of prostatic trouble. In some of those cases infection 
has come after the use of the catheter. 

DP. CASSELL—In regard to the question what we shall do with 
men who refuse the operation, I have had to solve that in two eases. I 
have a man 82 years old who refuses an operation because he says it is 
useless, and an other old man 76 or ’8 years old who has been on the com- 
plete disability pension list for 20 years, both of them greatly enlarged 
prostate and retention of urine. Those men I know have been under treat- 
ment for four or five years. They are just as well now as when they came 
under our care. We have done everything possible to do, we have irrigeted 
with boracic acid and salt solution and done everything under the sun. 
We have had them under catheter, and the men are alive; if they had been 
operated on probably both of them would have died. They probably 
would have been better off if they did, but they would not do it and we 
had to keep them alive. 

DR. MUNN, (Closing the discussion)—I thank you for this liberal 
discussion. Many of the questions have been answered. I declared my 
position in the paper. Beginning with Dr. Jones, why should you wait 
at this day and age until all these dire results have happened when you can 
promise this man relief before all these things occur; why wait, once your 
man has residual urine, once he is getting up at night, that man is a subject 
for operation. Because one man lives 20 years with a catheter and boracic 
acid, and 99 out of the hundred die in four years as the result of the catheter, 
why is there any argument in that at all. These cases are all surgical. 

As to results my experience has been some 26 cases; all of them have 
gotten well. I expect the next set will all die. That is my answer 


to what you ean do for them. 

About my results, about smell, ete. you will have your drainage out in 
3 or 4 days, you don’t have any soiling, and the vast majority of these 
cases will every hour or two empty their own bladders. All of these 26 
cases, and only one cese still has perineal fistula; all the rest pass their 


urine the normal way. 


In an operation about two weeks ago, about the time we got through, 
Dr.McGuire who was assisting asked ‘‘Is the rectum all right?’ an examin- 
ation showed that we had a complete connection into the rectum. We 
closed it with adouble row of chromic gut, sweat blood for a week or ten 
days; but itclosed and has madeno trouble. The choice of routes I sup- 
pose, is largely governed by ones experience. I am prejudiced in favor of 
the perineal route. I worked through it more often, but occasionally I have 
gone. supra-pubically. In the particular case, that I got into the rectum, 
the better route would have been above the pubis, for we found that after 
we had gotten into the bladder; that the cause of the obstruction was the 
third lobe; that the lateral lobes practically were not enlarged. This third 
lobe acted almost as 2 ball vulve. There was one thing in his clinical his- 
tory that made us wouder. He would pass three or four ounces of urine 
comparatively freely, and it would suddenly stop. Thisshould* have been 
a warning sufficiently marked that the supra-pubic route was perferable. 
It is possible that there is an occasional case that the Bottinii operation 
might be advisable, but the selection of the particular case, is too refined 


for an ordinary mortal. 


I say to these people, there are two propositions up to vou. You ean go 
on using the catheter and take your chances but it is too dangerous to take 
chances withit. There willcome a time when neither you or your family 
physician will succeed in passing the catheter, then the chances are that it is 
too late for asuccessful operation of anysort. Thesecondary changes in the 
bladder, ureter, and kidneys will be so great, that an operation offers 


nothing. 
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THE FAUCIL TONSILS, THEIR ANATOMY, PHYSI- 
OLOGY AND REMOVAL. 


Read before the Kansas Medical Society of Iola, May 7th, 1908. 
DR. J. F. GSELL, Wichita, Kansas. 


The faucial tonsils are two glandular bodies lying just internal 
to the angle of the jaw and between the anterior and posterior 
pillars of the soft palate. They are flattened, ovoid in shape, and 
in early adult life about three-quarters inches in general dimensions. 

Histologically the tonsils consist of adenoid tissue of the same 
character as the lymph glands. They reach their maturity early 
and in this respect they agree with lymph glands generally, which are 
more active physiologically in early adult life. 

The tonsil itself consists of a stroma of connective tissue con- 
taining the blood and lymph vessels and within the lymph meshes 
of the connective tissue lymphoid follicles, these show a close anal- 
ogy to Peyer’s patches and solitary glands in the intestine. 

They are superficially situated being covered only by mucus 
membrane, their surface is uneven containing from twelve to fif- 
teen cryptal orifices formed by the invagination of the epithelial 
layers of the mucus membrane, thus largely increasing their se- 
creting surface. 

In the wall surrounding the crypts are found numerous nodules, 
without, however, directly communicating ducts, their contents 
being discharged directly through the epithelial walls. 

A sulcus generally divides the tonsil from a lower smooth and 
an upper cryptose portion. be 

The crypts in the upper part of the tonsil opening upward into 
the supra-tonsillar fossa, a triangular space at the top and back of 
the tonsil covered by the plica-triangularis. These crypts because 
of their location are often the exciting cause of trouble in the tonsil 
and should not be overlooked when searching for source of inflam- 
mation or infection. 

Considering the size of the tonsils they have a remarkably free 
blood supply, this being derived from the tonsillar, lingual, facial, 
internal-maxillary, and pharyngeal arteries. 

Their nerve supply does not seem to be* well understood, 
branches from the trifacial and glosso-pharyngeal supply them and 
possibly fibers from the sympathetic. 

In considering the physiological function of the tonsils one 
meets with difficulty, as varying opinions are given by different 
investigators, some consider them indifferent organs, that could 
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easily be dispensed with, while others hold that they are important 
organs of protection and should be preserved at any cost. 

Bort argues that if the tonsils have a similar histological struc- 
ture to the lymph glands, hence we may assume that they have a 
similar function, that they serve as filters for the afferent lymph 
current, and that they produce lymphocytes just as the lymph 
glands do, and in addition, because of their superficial location 
being covered only by mucus membrane their cell secretion is 
discharged externally on the mucus membrane, these cells do not 
reach the snrface through any special channels or duct, but by 
penetrating the vessel walls and mucus membrane, the intercellular 
tissue uniting at once thus preventing the formation of any open- 
ings. 

Hendelsohn injected soot emulsion with a fine hypodermic 
syringe into the tonsular tissue and was able to observe micro- 
scopically (after the removal of the tonsil) that the wide leucocyte 
current carried the foreign bodies to the surface of the tonsil. 

Federici observed that finely ground carmine granules sus- 
pended in normal salt solution, which he injected into the venous 
system of dogs became visible a day later in the tonsillar epithelial 
partly free and partly included in the leucocytes, by injecting 
bacterial suspensions in the peritoneal and pleural cavaties he ob- 
served the same phenomenon. 

Goeike injected carmine suspensions into the venous system 
of rabbits and later found pigment granules in the tonsils as well as 
in other organs. 

The result of these experiments rather demonstrate that the 
lymph current in the tonsil, or at least part of it is from within out- 
ward, and that the tonsils secrete lymph cells and possibly lymph 
serum upon their surface. 

Wood has shown that by injecting aniline dyes into the tonsil 
tissue, that the tonsils drain into the superficial glands of the neck 
and from there into the deep crevical glands beneath the sterno 
cellidoid muscle. 

Goodale of Boston demonstrated that by applying a carmine 
solution to the surface of a tonsil and after a short time its removal 
that particles of the carmine were found in the follicles, and that 
an occasional leucocyte with a particle of the carmine in it, and if 
the tonsil was left some time before the removal of particles car- 
mine could be seen in the lymph vessels. 

The experiments of Wood and Goodale go to show that at least 
a part of the lymph current is from without inward and that the 
tonsils drain into the glands of the neck and that by communicat- 
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ing with the axillary and mediastinal glands general infection and 
involvement of the lungs could readily take place. 

As the result of these investigators which we have given, those 
of Hendelsohn, Federici and Goeike demonstrating that a lymph 
current takes place from within outward, and those of Wood and 
Goodale that a lymph current takes place from without inward, 
seems to me logical to conclude that both are correct, that in a nor- 
mal tonsil the lymph current is largely from within outward, and 
that lymphocytes and lymph serum is secreted upon the surface of 
the tonsil. Whether this secretion helps to reabsorb the excess of 
saliva in the mouth or in the excess of the post nasal secretion, or 
whether it aids in the reabsorption and assimilation of the carbo- 
hydrates, the digestion of which begins in the mouth, or whether 
it aids in the lubrication of the throat during the act of deglutition, 
may be conjectured, but has not been proved. 

It is reasonable to conclude however, that the chief function 


° 


of the faucial tonsils, as well as that of its neighbors, the pharyn- 
geal tonsil is one of protection. That they are placed at the en- 
trance of the respiratory and digestive tract as barriers to ward 
off infection, and that while a tonsil is in a normal state or capable 
of doing its duty it should not be disturbed. While on the other 


hand, if it becomes diseased we can readily understand how this 
harmless organ of protection can be changed into a dangerous one 
of infection, as long as its epithelium remains intact thereis not 
much danger. Repeated inflammation of the tonsil may produce 
stricture of the crypts or cryptal orifices, this in turn favoring re- 
tention of exfoliated epithelium and secretion, thus forming an 
excellent nidus for bacteria, tending to destroy its epithelial cover- 
ing forming areas of necroses or small abcesses. A tonsilmay pre- 
sent in a general way nearly normal appearance and yet because of 
these small areas of necrosis in the crypts may be a dangerous tonsil. 

Considerable has been said and written about the tonsils being 
the source of infections such as articular rheumatism, tuberculosis, 
scarlet fever, in fact, we might include in this category nearly all 
of the infectious diseases. If we have a tonsil suffering from an 
erosion or necrotic areas as described above, we can readily see how 
such infections may take place. In examining a suspicious tonsil 
for source of trouble, we should always carefully examine the crypts 
with probes before we can eliminate the tonsil as the possible source 
of infection. ' 

When Sball We Remove a Tonsil?—lst. If we find a 
large hypertrophied gland that interferes with respiration and 
deglutition. 
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2nd. If by repeated inflammations the tonsil is composed 
chiefly of connective tissue, at the expense of its glandular element 
and is a source of irritation, congestion and inflammation to its 
neighboring parts. ; 

’ 3rd. When it is the subject of necrotic areas that do not yield 
to treatment, in fact, in a general way, a tonsil that is a frequent 
source of trouble and does not yield to proper internal and local 
treatment had better be removed. 

Tonsillotomy.—After we have concluded to remove the 
tonsil, how can we best accomplish this purpose? Tonsillotomy 
is often looked upon as a simple proceedure, we _ will 
agree that it is easy enough to remove a third or one-half of almost 
any tonsil, but to remove all or a large part of the gland in many 
cases is uot easy of accomplishment. 

Tonsils have been removed for centuries and a great many var- 
ieties of instruments have been devised for this purpose, probably. 
the most widely used instrument is the Mathews tonsillotome or 
some modification of it. My preference, in a large majority or 
cases regardless of the size of the tonsil, is a heavy cold wire snare, 
or curved pair of scissors, I believe it better to remove all or near- 
ly all of the tonsil in every case we operate upon, except the large 
tonsils we occasionally see in children which show a physiological 
hpyerplasia due to infection in the nose or throat or some increased 
glandular action, which by their size produce difficulty of respi- 
ration especially during sleep. In these cases a partial removal 
is all that may be necessary, but in practically every other condi- 
tion if the tonsil is to be interfered with, it better all be removed. 

If the operation is to be performed under local anaesthesia, 
the patient should be seated facing a good light. Make a few ap- 
plications of the 10% sol. of cocaine to the surface of the tonsil and 
then inject into the base of the tonsil with a long needle a few drops 
of a % of 1% sol. of cocaine. 

If there are any adhesions to the anterior or posterior pillars 
these should now be separated with the proper tonsil knife or scis- 
sors. If the adhesions are firm this may produce more bleeding 
than the removal of the tonsil. After the tonsil is loosed from 


‘the pillars it should be grasped with a pair of tonsil forceps, if 


the wire snare is to be used the forceps should be passed through 
the loop in the wire before grasping the tonsil, the wire should be 
passed well over the tonsil while gentle traction is made upon the 
forceps, for this reason I generally use the forceps in my left hand 
while the patient or an assistant uses the tongue depressor,then 
while pressing the canula well in to the base of the upper anterior 
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part of the tonsil begin to use traction on the wire snare. The wire 
will naturally pass through the part of least resistance which is 
back of the posterior membrane of the tonsil. A submerged ton- 
sil or a small fibrous tonsil that could hardly be touched with a 
tonsillotome can be entirely removed in this way. While the 
removal with the snare possibly produces more pain, it leaves a 
smaller wound, there is less bleeding at the time of operation and 
less tendency to hemorrhage later. 
If the operation is to be performed under general anaesthesia 
a mouth gag should be used, otherwise the operation is performed 
in the same manner. If the scissors are used the tonsil should be 
grasped, after being loosened from its pillars, with the tonsil for- 
ceps and separated by one or more bites of the scissors. In a nor- 
mal tonsillotomy there is not much else to do except keep the pa- 
tient quiet and on liquid diet for several days. After the first 24 
hours it is well to spray the throat or have the patient gargle with 
some mild antiseptic sol. three or four times daily. I do not let 
the patient use a gargle the first day for fear of dislodging blood 
clots and producing secondary hemorrhage. 
About the only accident that is likely to occur during or after 
a tonsillotomy is hemorrhage, and one should always be prepared 
for such an emergency. The books recommend the application 
of ice, iced gargle, gallic and tannic acid solution, the preparations 
of iron, adrenlin internally and locally, in fact, almost every as- 
tringent in the pharmacopea could be mentioned, asa matter of fact 
I doubt if any application applied, will control a hemorrhage of a 
serious nature. I have never had but one case of severe bleeding, 
this occured in a young man nineteen years of age about five years 
ago. I removed large tonsils in my office with the Mathews ton- 
sillotome, the operation was an ordinary one, no unusual amount 
of hemorrhage at the time of operation, I asked the young man 
to rest in the reception room for an hour or so before leaving for 
his room, just as he was about to leave he coughed and cleared his 
throat rather forcibly and at once began to bleed freely, I had him 
use ice water gargle to which I added Monsell’s sol. of iron, this 
checked the bleeding for a few moments when the blood pressure 
would dislodge the blood clot and he bled again, during the after- 
noon I used different astringents,it seemed any of them would check 
the bleeding for a short period, then the blood clot would loosen 
and he would bleed again, I could not locate any special bleeding 
point or I would have attempted to grasp it with afurcep. After 
repeating the above seance with different astringents a number of 
times during the afternoon, I took the boy to the hospital, he did 
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not bleed on the way, but the moment he laid on the bed, he called 
me, the blood just gushing out of his mouth, I grabbed a piece of 
cotton, placed it over my finger, dipped it in iced tannic acid sol. 
and placed it over the base of the tonsil using considerable pres- 
sure. This at once stopped the bleeding, I held my finger as long 
as I could, then the interne took my place and used the same pres- 
sure ten or fifteen minutes longer, this procedure checked the bleed- 
ing which did not return. At different times if a tonsil is bleed 
ing more than we like to see, I reach in over the bleeding tonsil 
with my finger and use pressure for a few moments and in every 
case the bleeding has ceased. Instead of wasting much time in 
a bad case of bleeding with the application of astringents, etc., bet- 
ter at once use pressure over the bleeding tonsil by means of some 
of the tonsil clamps or the finger. If the bleeding point can be lo- 
cated and grasped with a pair of forceps and either tied or torsion 
used, or the forceps can be left in place for some time. 

To Conclude—Ist. The tonsil is a glandular organ and 
secretes lymphocyte and leucocytes upon the surface and while 
in a normal condition is an important organ of protection. 

2nd. That it may become deseased and changed from an 
organ of protection to one of infection, and should be removed. 

3rd. That when its removal is attempted as much of,the ton- 
sil should be removed as possible except in the physioligocal hy- 
perplastic tonsils in children, when a partial removal will suffice. 


DR. WEAVER, of K. C.—-So far as the indications given for removal! 
are concerned, I think the doctor covered the field very well, except, if 
he mentioned it, I didn’t hear him say anything about the ear troubles 
that sometimes accompany enlarged tonsils where there has been no active 
inflamation or abcess of the tonsils themselves. So far as the history of 
tonsilar operations go, I had some occasion to look up the subject recently, 
and it might be of interest to some of you to know that tonsils were re- 
moved either by finger handling or by hang as far back as ten years 
years after the birth of Christ. The operation remained practically the 
same for a long time until about 1500, when Pira and one other man had 
probably some bad results and for a time they decried any operation what- 
ever. From the year 1600 to 1700 the operative procedure has been in 
vogue and has been the method of treatment ever since. The tonsils were 
dissected in the year 1777 by a Frenchman, and that has been the method 
of treatment ever since. There is one point I want to mention,-that is, 
this being frequently an operation in which hemorrhage is feared, the loca- 
tion of the principal blood vessels of the neck must be borne in mind. I 
don’t think that the internal carotid or external carotid has ever been 
injured in tonsil operation or perforation by the knife. The reason is the 
internal carotid artery lies from 1-8 inch from the exterior margin of the 
tonsil and about 14 inch external to it, and the external artery lies still 
more out of the way. The arteries which are more likely to be injured 
are the branches which the doctor mentioned. 

As far as the methods of removal are concerned there are practically 
five that are done today. One, the latest method of tonsillotome,which 
has been modified by Matthew with a fork, that is, the sliding kind, where 
the knife slides in a groove, and the other type which is ring knife. The 
second is the snare method, and the third is what is called multiple puncture 
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and the fourth is cutting nly and the fifth is dissecting methods. 
As far as the first is concerned, I believe it is growing less and less in use 
every day. I had the privelege through the kindness of Dr. Head to see 
the advance sheets of the Eye, Ear, Nose and Throat books for 1908, and 
it says the trend is to discard the tonsillotome altogether, because it does 
not do what it is supposed to do 

The doctor prefers the snare method, which I don’t like because it 
is so much slower. The forceps method, there have been half a dozen 
different forceps put on the market in the last dozen years. They bite 
off a little bit at a time and you keep cutting off the same blood vessel and 
you get a new hemorrhage each time. The methods, I think, which are 
mostly in vogue are the dissecting methods, done with knife or scissors, 
and one with electric cautery dissection. It has the advantage of almost 
doing away with any hemorrhage altogether, but it has the disadvantage 
of leaving the throat sore afterwards. 


— ——1<> 


ANTITOXINE IN DIPHTHERIA WITH REPORT OF A 
CASE. 


Read before the Kansas Medical Society at Iola, May 7, 1908. 
DR. FARQUHARD CAMPBELL, Kansas City, Kansas. 


Probably no drug in any period of time, ancient or modern has 
revolutionized the treatment and so greatly decreased the mortality 
of a disease as has diphtheritic antitoxine. This fact alone war- 
rants a study of it by the profession, and the many pleasant ex- 
periences I have had with it in my practice suggested this paper. 

Before the days of antitoxine, diphtheria was probably the 
most fatal of all diseases. It was a night-mare to physicians and 
struck the hearts of parents with horror, often wiping out an en- 
tire family in from twelve to twenty-four hours. 

With the advent of the crude serum in the large old-fashion- 
ed bulk, the death rate began to diminish rapidly and as the ser- 
um went through its various stages of reform to become of a uni- 
form strength, a decrease in mortality was rapidly taking place. 
This refinement progressed until today we have practically a per- 
fect product with a very low death rate, and the chemists are only 
trying to decrease the bulk of the packages and to remove certain 
soluable proteids which have a tendency to produce rashes. etc. 

A few lines on the chemistry of diphtheria would not be out 
of place. Diphtheria toxine, according to ‘‘Ehrlich’’ is composed of 
three principal parts, I. E. toxin, toxoid, toxone. 

The toxin in the most active, can only be neutralized by its 
own antitoxine, being the one that causes the acute phenomena of 
diphtheria, such as high fever,prostration,cloudy swelling and fat- 
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ty degeneration of the heart, muscles, kidney and cells. This is 
the one responsible when sudden death occurs in the acute stage. 

It is a peculiarity of toxins that they lose acertain amount of 
their toxicity in the course of time. In the words of the bacterio- 
logist, the toxophorous group may degenerate and leave the hap- 
tophorous group intact. Toxins which have undergone this change 
are called toxoids. But in giving antitoxine it must be remembered 
that this non-toxic toxin or toxoid still retains it’s affinity for 
antitoxine. 

The toxone is much slower in its formation and action, at- 
tacking the aerve cells and may produce death by paralysis a month 
or six weeks later. Besides these three main divisions there are 
many others as the syntoxids, prototoxids, etc., but as all of these 
can be neutralized by antitoxine the paramount question with the 
physician is “‘what is the required dose to counteract these tox- 
ins?’’ Here he must be guided by the constitutional symptoms and 
the number of days the patient has been sick. The longer the time 
and the greater the toxemia, the larger should be the dose. 

In selecting a suitable location to give the serum I always 
choose the abdomen or chest where the skin is loose. The needle is 
liable to leave a tender area and this factor is not increased by ly- 
ing on it as in the back. Also if the spot becomes irritable, treat- 
ment can be applied, without disturbing the patient and in children 
it is easier because they can see what you are doing. 

Much has been said regarding the dose of antitoxine and I do 
not feel capable of giving it to you gentlemen. This is only the 
recognized treatment for diphtheria but every case must be a law 
unto itself. I might as well say that the dose of calomel is one 
quarter grain, but all give it till the desired result is obtained, re- 
gardless of dose, so the same intelligence should be used in giving 
antitoxine and that is ‘‘get the physiological effect you desire, 
whether the dose be one-thousand units, one-hundred thousand or 
three-hundred thousand units. 

‘The initial dose must be governed by your toxemia and the 
greater the toxemia the larger the dose. Children as a rule, are 
more susceptible and a much larger dose should be given. The 
appearance of the throat is not a sure guide to your condition as 
the throat may be entirely covered with apparently little consti- 
tutional disturbance and these causes readily yield toa small dose 
while again the throat may be clear or nearly so from membrane 
and the patient be prostrated with toxemia. 

It seems strange that a drug that has reduced the death rate 
to a minimum should be regarded, by the laity with such suspicion. 
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This seems to be caused by their attributing every sudden death 
to the antitoxine, and probably strengthened somewhat by indis- 
criminate remarks by the profession. In the administration of 
large doses, the physician has often to combat some fears in his 
own mind, or in that of a fellow practitioner, but he always has 
to fight the superstition, prejudice and ignorance of the people 
themselves, But the laity are now facing the problem where phy- 
sicians refuse to treat diphtheria when they cannot get permission 
to use the serum. 

While cases may develop paralysis with the most scientific use 
of serum I see no reason why it should be attributed to that source. 
Many more cases had paralysis with sudden death following before 
the use of serum, but since its advent many very bad cases which 
would have otherwise died, have recovered. If we accept the 
views of ‘‘Ehrlich” that a special toxin with a weak affinity for 
antitoxine, is the ‘‘toxon,’’ causes paralysis, we find all the more 
justification for a large dose of antitoxine, for antitoxine neutral- 
izes the toxon as well as the toxin. Let us endeavor to educate the 
people with a little reason and a few plain facts. So strongly do I be- 
lieve in the serum that it is my opinion every case of diphtheria 
could be saved if seen during the first twenty-four hours and suffi- 
cient antitoxine used. While I have never known a case when I 
thought too much antitoxine had been given I have seen several 
when I knew the initial dose had been too small. 

There are certain proportion of cases which have such slight 
initial symptoms as to be entirely overlooked by the parents. The 
throat becomes covered with membrane and the physician is call- 
ed because the patient is having difficult breathing and is becom- 
ing cyanotic. If any case demands a large initial dose this is the 
one, and more especially so if intubation is necessary . In these 
cases where quick results are so necessary the serum can be in- 
jected into a vein without danger and the complete action is sev- 
eral hours earlier. 

The effects of antitoxine are practically nil, for the first few 
hours, when the temperature may be slightly raised and the pulse 
becomes faster but usually stronger. The patient begins to pers- 
pire which function may become profuse and be associated with 
copious expectoration. When the perspiration starts the temper- 
ature falls, the pulse decreases in frequency while the moist throat 
and mouth adds much to the comfort of the patient and greatly 
facilitates breathing. 

Many cases develop nervous symptoms about two hours after 
the administration of the serum, or before perspiration becomes es- 
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tablished, which is manifest by restlessness, tossing about, etc., 
Very often the size of the dose has no relation to the mental disturb- 
ance, but age seems to have some bearing as children are the most 
susceptible and in them it is the most easily controlled. In my 
experience, I find Dovers powder best and if given avout the same 
time as the serum, will control it. In adults or those who have re- 
ceived a large dose, morphia 1-8 to 14 gr. will be sufficient. 

When the toxemia becomes less and the membrane begins 
to exfoliate I know the antitoxine has completed its work. ‘na 
few cases the membrane may become black and shriveled and may 
cling to the origina! spot but if the constitutional symptoms show 
an absence of toxemia, I remove the membrane with gargles. 

The after effects of antitoxine are many but rarely serious. 
For some time the manfacturers have been trying to separate 
the antitoxine from the proteid non-antitoxine substance the ser- 
um contained. To a large extent this has been accomplished and 
our present concentrated serum or globulin is free from all but the 
soluble proteids. We are largely indebted to Dr. R. C. Gibson, 
of the Research Laboratory for this work, and as a result, the rash- 
es, etc., are greatly reduced. 

The most common sequalae are:— (1) Rashes—may be 
local or general, sometimes resembling scarlet fever and in one 
case fine exfoliation followed. 

(2) Urticaria—may be near the needle puncture or involve 
the whole body. 

(3) Rheumatic Pains in joints—which are usually confined 
to one or two joints. 

(4) Anaemia. 

For first three, free elimanation of the bowels, kidneys and skin 
with strychnia or strychnia arsenate; and for the fourth some suit- 
able iron tonic with manganese quinine, and arsenic. 

This practically sums up the antitoxine part of my paper and 
I will now report my case. 

This interesting patient was my associate, Dr. A. J. Lind, but 
first I will report a case where he believes he contracted the dis- 
ease. 

CASE I—Girl, thirteen years of age, sick twelve days, mem- 
brane in throat and mouth which parents supposed was stomach 
rash. Dr. Lind was called because of toxaemia and prostration 
of patient and found the throat, mouth and cheeks full of membrane 
which also protruded from the nostril. Patient very toxic. 
Thirty-five thousand units were administered in thirty-hours mem- 
brane entirely disappeared. For forty-eight hours patient’s tem- 
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perature normal pulse 60 to 72, constitutional symptoms fine, pa- 
tient able to talk, and laugh. She suddenly jumped to a sitting 
position in bed and fell back dead. 


CASE II.— Called to see Dr. Lind on Dec. 29th, at noon, 
throat red, glary and very sore but no membrane, as the diagnosis 
was already made I brought 5000 units of antitoxine which I gave. 
At 6 P. M. membrane began to appear and another 5000 units 
was administered. 


Dec. 30, 7:00 A. M. —Membrane increasing with oedema 5000 
units more given, 


Dec. 30, 7:00 P. M.—More membrane and oedema 10,000 unit 
dose. 


Dec. 31st, 3;30 A. M. Throat very dry and painful .1 gave 5000 
unit package I had with me, very toxic and delirous. 


Dec. 31st, 10:00 A. M. throat, tonsils and soft palate entirely 
covered with membrane, throat so oedematous that tonsils were in 
apposition, toxemia more apparent. 25,000 units administered. 


Dec. 31 10:00 P. M. —Patient had a better day, pulse better 
and mouth moist but no decrease in oedema membrane. 25,000 un- 
nits given. 


Jan. Ist, 1908. 10:00 A. M. patient had a better night, profuse 
perspiration and _ considerable expectoration after midnight. 
Oedema seemed to be less and membrane seemed to be slightly loose 
in spots at the edge. 20,000 units administered this caused some 
perspiration but in the afternoon the mouth, throat and nose 
became very moist with profuse expectoration, and cast of the mem 
brane coming away. Odema was diminshing . By night all con- 
stitutional symptons much improved and patient resting comfort- 
ably . The following morning Jan. 2nd, the membrane was en- 
tirely gone the oedema rapidily diminishing and little evidence of 
toxemia to the noted. From here on his recovery was rapid and 
uneventful. The nervous symptoms were only present after the 
large doses. The first was entirely controlled by one eighth of 
morphia hypodermically, the second, with one-quarter 
grain, the third with one eighth grain. About one week afterward 
he developed an attack of urticarcia which rapidly yielded to an 
eliminative treatment. The case was seen bp Drs. Sawtell, Mabie, 
Stemen and Trimble. 
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IRITIS. 





Read before the South East Kansas Medical Society, April 14, 1908. 
By A. C. GRAVES, M. D., Pittsburg, Kansas. 


In taking up the subject of iritis, I think it - well 
to have a classification of the disease so far as the cause is con- 
cerned. Further than this, authors differ. 

In classifying iritis in regard to etiology, we may first name 
traumatic; secondary, as from a corneal ulcer; and those forms 
occurring from constitutional disease, such as rheumatism and 
syphilis. 

Because of the great tendency of the inflamed iris to adhere 
to the crystalline lens, the diagnosis should be most prompt as 
the prognosis hinges greatly on this point. One very seldom sees 
a patient until after the first twenty-four hours; ofter it is later. 
The patient presents himself complaining of great pain, loss 
of vision, photophobia and lachrymation. The pain as a rule, 
and especially in the severer forms, radiates backward through 
the head, and sometimes over the entire side of-head and face. 
This should be enough to put the physician on his guard and a 
careful examination should follow. 

We note upon inspection, a general congestion of the eyeball 
and if slight pressure is made upon the superficial vessels at the 
sclero-corneal margin,and,as it were, blotting out the superficial con- 
gestion, we will find that beneath this there yet remains a conges- 
tion of the deep ciliary vessels. On close examination, a certain a- 
mount of turbidity of the aqueous humor can be detected. This 
accounts for the loss of vision which is in direct proportion to 
the cloudiness of the media. In iritis we find a small sluggish 
pupil and this in connection with an iris which has lost its beauti- 
ful lustre together with the previous symptoms and history, should 
warn the physician to be most careful in making his diagnosis. 

I think it well at this point when examining a case, to put 
the eye and patient as near at rest as possible. Yet, at this point, 
because of the slight similarity in acute glaucoma and iritis, it 
is well to take the tension of the inflamed eye before instilling 
any medicine. In acute glaucoma we find the hazy and anesthetic 
cornea the semi-dilated pupil and the plus tension. 

In putting the eye at rest, I use cocaine, and because of the 
mydriatic effect of this drug, we have gained a valuable point in 
forming our diagnosis, for, in an inflammatory condition of the iris 
it will probably not respond at all to the mydriatic effect.of the 
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drug. When these signs and symptoms are present, atropine 
should be commenced, and a sufficient dilation will soon be present, 
so by means ofthe ophthalmoscope, minute spots of iris pigment 
can be seen on the anterior surface of the lens, being left there 
from the synechia which were broken up by the mydriatic. 

Thus far, we have been dealing with an eye having a media 
which is more or less clear. Now, when dealing with an iritis, 
secondary from points of infection as from corneal ulcer, one 
cannot usethe ophthalmoscope; but a physician may feel sure 
that with an ulcer involving the deeper layers of the cornea there 
will surely follow an inflammatory condition of the iris. Here, 
as before, we will have an involving of the deep ciliary vessels, 
with possibly a hypopyon. 

At this point, I think it well to stop and observe the changes 
which will occur in a neglected case of iritis. The first thing 
which will occur is the formation of a posterior synechia which soon 
becomes a posterior annular synechia. When this has occured it 
becomes impossible for the aqueous humor secreted from the ciliary © 
body behind the iris to escape from the posterior chamber into 
the anterior chamber. ‘The results that follow are that the tension 
of the eye becomes plus, the iris becomes bulged forward and 
the filtration angle becomes blocked so that all avenues for the 
escape of the aqueous becomes interfered with, leaving the eye 
in a-condition of ‘secondary glaucoma. Also in the acute stage 
of the disease with an annular synechia present, inflamatory 
exudates are often thrown out and completely occludes the re- 
maining pupilary space. It is evident from the great destruction 
to an’eye resulting from neglected case that an early diagnosis 
should be ‘made so that proper treatment may be at once com- 
menced. In those cases resulting from trauma, atropine, if 
used so that a complete dilatation is maintained until the inflam- 
mation has disappeared is usually all that is necessary, so far as 
the care of ‘the iris is concerned and preventing synechia from 
complicating any other trouble which may result from trauma. 
I will cite a case which I think will illustrate the importance of 
caring for the iris early when we have trauma of any extent to 
deal with: Patient, Mr. Z. Italian; occupation, miner; age 32. One 
week previous to visit at my office, an explosion of powder occurred, 
patient receiving force of explosion in eyes. There was no penetrat- 
ing wound in ¢ither eye. Examination. Right eye upper and 
outer portion of iris adhered to lens substance in anterior chamber. 
Lense cataractous: Left eye, lense opaque, swollen and protrud- 
ing into anterior chamber. The iris adhered in several places 
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to lense substance. I saw patient one week after accident and 
previous to this, no mydriatic had been used, and as a result, 
synechia had formed, which complicated the condition greatly. 

In those cases occurring secondary, as from corneal ulcer, the 
ulcer being the seat of the trouble, should receive careful treat- 
ment according to the individual case. The pupil here should be 
kept will dilated to prevent adhesions. In handling a case of 
iritis in a"patient past 45 years of age, the physician should be very 
careful in regard to the use of atropine. If adhesions have formed, 
I believe only sufficient atropine should be used to dilate that por- 
tion of the iris which is not adhered, and then just enough to 
maintain the dilatation and keep the eye at rest. For this reason, 

give the following case. 

Mrs. E., occupation, housewife; age 50 years. For two weeks 
previous to her visit to my office, patient was taken with severe 
pain in right eye, which also became greatly inflamed. Patient had 
a mist before the eye preceding pain. She thought at first, that 
her glasses needed changing. This history, as you see, was very sug- 
gestive of another trouble. Examination. Tension good; further 
examination revealed a posterior synechia of iris involving the inner 
and lower portion of pupillary margin of iris. 

I commenced the use of atropine, the free portion of iris respond 
ing quickly to the drug. I then used atropine sufficient to maintain 
this dilatation. The following day patient was free from pain and 
in eight days from first visit the inflammatory condition had almost 
subsided. 

As the constitutional diseases are responsible for the largest 
per cent of iritis, I wish to devote the rest of this paper to their 
treatment; and as syphillis is responsible for a greater per cent, 
I will take this form of iritis. 

Iritis occurring from syphillis is usually seen during the sec- 

ondary stage, and we are usually able to find the secondary eruption 
upon the body. With this history and by a careful examination of 
the eye, as has already been mentioned, a diagnosis can be made at 
once. 
As the patient is usually suffering the most intense pain, I 
deem it necessary to put the patient and eye as nearly at rest as 
possible. I first try to accomplish this by relieving the eye. The 
patient should be put to bed if possible and atropine commenced at 
once and maintained in such a manner that a complete dilatation 
is produced. When this has been obtained, its use can be _restrict- 
ed 'to"a’ sufficient quantity to maintain the dilatation. 

In commencing the treatment of iritis, the physician should 














KANSAS MEDICAL SOCIETY. 315 


watch the effects of the atropine upon the iris carefully during the 
first instillations, because if adhesions have formed it is absolute- 
ly necessary to know the extent. It is entirely wrong to prescribe 
atropine and allow the patient to use it himself and dismiss him for 
the day. Allow me to repeat, that the extensiveness of the synechia 
must be determined, for if it becomes necessary to force the use of 
the mydriatic, it is better this at once. In this case the consti- 
tutional symptoms must be watched carefully. Before commenc- 
ing the rigid constitutional treatment in the acute stage, every 
avenue of elimination in the body should be opened, and I find no 
better remedy fox this purpose than calomel. I commence it a 
once; giving 1-10 gr. dosesevery hour during the day, sometimes 
skipping every other day. It is also thought by many that calomel 
adds greatly in breaking up the adhesions between the iris and 


the lense. 


One of the most difficult symptoms a physician will have to 
combat is pain. During the day, I prefer to control this as near as 
possible by means of heat; but during the night the patient’s rest 
must not be broken, so resort must be had to morphine, if necessary. 
As is often the case, the tension of the eye becomes plus and this 
ads greatly to the pain, so it is well to give the patient a lotion 
he may use himself. A useful one is: 

Coeaine, gr. ss 

Aquae Camphor. one drm. 

Aquae Dist. Q. S. two oz. 
M. Sig. for pain. 


Here also dionin may be used because the drug aids in re- 
ducing tension and also stimulates the lymphatic circulation. 
If the tension of the eye increases, some authors recommend 
paracentisis, but I would do this only as a last resort to relieve 


my patient. 


The constitutional treatment is equally important to the 
last. Suffice to say that the full effects of mercury must be pro- 
duced and maintained according to the physician in charge. Later 
I would continue the mercury with potassium iodide. After the 
eye has recovered, it should be carefully examined and if a few 
synechia remain, there will likely be no bad results from them. 
In those cases of iritis where complete pusterior synechia is 
the result, an immediate iridictomy should be made for the pur- 
pose of restoring the circulation between the two chambers and 
warding off such a sequela as secondary glaucoma and blindness, 
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SOME POINTS IN THE TREATMENT OF FRACTURES. 





Read before the Kansas Medical Society, at Iola, May 7th, 1908. 
By JOHN G. SHELDON, M. D., Rosedale, Kansas. 

In the treatment of fractures, the position of important 
muscles and the deformities which they may produce, are most 
important considerations. This is especially true in transverse 
fractures of the lower end of the humerus. In these injuries, 
the triceps displaces the lower fragment posteriorly and must 
receive attention. It is generally agreed that in treating these 
cases, dressing the forearm in acute flexion offers the greatest 
opportunity for securing union without deformity. Acute flexion 
of the forearm, advocated by Lund, Smith, Cotton, Whitman, 
and others, should be accomplished by fixing the wrist and forearm 
to the shoulder rather than to rely on strapping the forearm to 
the arm with adhesive plaster which is sometimes recommended, 
but is inefficient because the looseness of the skin allows the fore- 
arm to extend and the constriction of the plaster interferes with 
the circulation. 

Fractures of the Forearm.—It is advised, as a_ general 
rule, in treating fractures of the forearm, to dress the part mid- 
way between pronation and supination, for in this position the 
radius and ulna are most widely separated. To this rule there 
is one marked exception which is too often unrecognized,and 
which if overlooked, will result in marked limitation of pronation 
and supination after the fracture has united. I refer to fractures 
of the radius (with or without fracture of the ulna) situated above 
the insertion of the pronator radii teres and below the supinator 
brevis. When the radius is broken in this location, no muscular 
attachments remain on the upper fragment to overcome the 
action of the supinator brevis which turns the upper fragment 
outward. The lower fragment should be brought in line with 
the upper; and of course, this means that in the treatment of 
this particular kind of fracture the member should be arrened 
with the hand in complete supination. 

Colle‘s Fracture—Reduction is the all important con- 
sideration in the treatment of Colle’s fracture, and to accom- 
plish reduction, the fragments must be unlocked and placed in 
proper position without injuring the dorsal fibrous and perisoteal 
bridge which long ago was so graphically described by Pilcher 
of Brooklyn, and which, prevents a recurrence of the deformity 
after reduction, as efficiently as it interferes with setting the 
fracture. To reduce a Colle’s fracture, the hand and lower frag- 
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ment should be hyperextended on the forearm. This unlocks 
the fragments without tearing the dorsal bridge of ligament and 
periosteum which is not torn in this variety of fracture. Acter 
the fragments are unlocked, their dorsal edges are approximated 
with the operators thumbs. Then flexion of the patient’s hand 
completes the reduction. This is a very old, but-most efficient, 
method: for reducing Colle’s fracture. Although used by some 
men of wide experience, this-best of all methods of reducing Colle’s 
fracture, has not found its way into the text books of surgery 
published since 1885. 

Fracture of the neck of the femur.—It is generally admitted 
today by those who have studied fractures of the neck of the 
femur, that extension in the longitudinal direction alone is in- 
adequate to secure the best results. This is true because the 
muscles attached to the great and lesser trochanters pull the femur 
towards the pelvis and their force is not overcome by longitudinal 
extension. The psoas, iliacus, gluteii, and obturator muscles 
draw the femur towards the median line and must be overcome 
by lateral extension. This is accomplished by the method advised 
by Maxwell and elaborated by Ruth. Besides the application 
of an ordinary Buck’s extension to the thigh, a weight is so applied 
as to pull the upper part of the femur outward and upwards. 
The result of these two forces makes extension in the direction 
af the normal neck of the femur and completely overcomes the 
deformity. Whitman accomplishes the same result-but I believe 
in most cases not so efficiently by dressing the femur in eomplete 
abduction. Regardless of the method employed, provision must 
be made to overcome the action of the muscles which draw the 
femur to the pelvis, for the result will not be satisfactory unless 
the lateral deformity is given consideration. 

Pott’s Fracture—This old and very well understood 
fracture is some times improperly treated. In a practical way‘ 
Pott’s fracture may be divided into two classes: (1) those in which 
which the lower end of the fibula is completely loosened from the 
tibia of and (2) thosein which the lower tibio-fibular articulation re- 
mainsintact. When the fibula is not detached from the tibia (which 
can be determined by the mobility of the parts) the foot should 
be dressed in marked inversion, regardless of the extent or location 
of the bony injuries. But if the lower end of the fibula moves 
freely on the tibia(the so called Dupuytren’s fracture) then the 
foot should be only slightly inverted and a firm dressing should 
be placed around the lower tibio-fibular articulation, to prevent 
separation of the bones of the leg above the ankle joint. 
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EDITORIAL 


If every County Secretary will do a little ‘‘boosting,” our 
State Society membership would in a short time reach the 2000 
mark where it belongs. Some counties have every eligible physician 
enrolled and a great many others have not. Lets all get together 
and make our society which is now solid as a rock, even more so. 


ee & 


A knowledge of medical science and the application of it 
has enabled our government to build the Panama Canal. These 
same principles enforced will enable Uncle Samuel to make habitable 
and enormously profitable, the one hundred million acres of 
swamp land in the United States which is now used principally 
for breeding mosquitoes. 

ek & 


The Secretaries of the State Medical Societies and editors 
of the State Journals held a meeting at the Victoria Hotel in 
Chicago June 2nd and formed a permanent organization. The 
idea of the association is to help in all ways possible the struggling 
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state journals and to eliminate ail advertisements of a question- 
able nature and in all ways stand together. There were forty- 
two delegates at the meeting, your secretary and editor- repre- 
senting the Kansas Medical Society. The organization is destined 
to be a great factor in medical journalism and will result in much 
good being accomplished. The next meeting is to be held at 
Atlantic City, N. J. June 1908. : 
te & 

To the average intelligent layman or practitionier of med- 
icine, it would seem that the witches, oriental, hindoo, vodoc, 
indian and what not doctors did not have near so gullible a field 
to draw upon, as the christian scientists, faith healers, and other 
trauds do at this day. It seems that with all the modern inven- 
tions and progress in every line that has been the result of much 
study and scientific investigation, there has resulted in a loss 
of the ability to grasp and understand the simple problems of 
life. It seems that this form of mental aberation is not confined 
to what is called the middle classes but has taken hold of some of 
whom we used to speak of as thinking people. How much we 
were mistaken by calling them thinking people can be learned. 
by consulting the role of the so called scientists, faith healers, 
spiritualists etc. Will the time ever come when every new fraud 
that is foisted, will cease to gather adherents, fall by the wayside 
and die an early and lonesome death. 

e & 

According to Crile (Journal A. M. A. June.) 

“Cancer is curable in its incipiency” 

“There is a pre-cancer stage’’. 

“There is no specific therapeutic cure’. 

“The knife is the most reliable means of treatment’’. 
The duty of the physician then is clearly one of publicity and 
of education. It is the duty of the family physician when con- 
sulted about a wart or objectionable excresence of any kind on 
the body, to advise removal of the adventitious growth. Impress 
upon the mind of the patient the danger of delay and that such 
growths are unnatural, in the sense of abnormal, and while all 
such growths may not become malignant or lead to death, such 
is the beginning of all such growths. That the removal of them 
is safe, that they can be removed with but little discomfort and 
it is the only assurance of cure. That a wart or mole on the face, 
by the friction or rubbing, in washing the face and drying with 
the towel, may result in a cancer, Such advice given on every 
occasion would be a campaign cancer education. 
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The law passed by Congress prohibiting the use of opium 
in the Phillipines except for medicinal and scientific purposes 
went into effect March 1, 1908. Hundreds of users of the drug 
are now being treated at the Public Health and Marine Hospital 
in the islands. The physicians report the majority of patients 
easily cured. It is worthy of note that those who used the drug 
hypodermically suffered the most on withdrawal of the drug. 
Smokers were easily cured, and those who ate it were more difficult 
to cure. Will some physician tell us why the use of the drug 
hypodermically should he harder to break off than smoking or 
eating it? Is it true of other drugs used in the same way. 

eee 

Many investigators are arriving at the conclusion that the 
ophthalmo-tuberculin is not a safe, procedure. Loss of vision 
following its use has been reported by Hamil, Carpenter and Cope 
in papers read before the Association of American Physicians 
May 12th and 13th at Washington (New York Med. Jour. June 
20, 1908). Others, Rosenau, Anderson, Northrup and others 
before the same society also reported the danger. It was the 
belief of many that the cutaneous reaction was reliable. Certain 
it is that the cutaneous reaction is harmless and time will show 
that it is just as reliable as the ophthalmic reaction. That there 
is considerable value to the tuberculin reaction as a means of 
early diagnosis there can be no doubt but it is ‘equally certain 
that it is not infallible, for it has been proven that many advanced 
cases will not reach at all to this treatment. It is estimated that 
75 to 80 per cent of the tests are true. 

“] ot ee 

The apoailina results of trachoma would suggest that a 
campaign for its prevention would also seem imperative. This 
disease which is no respector of persons though more common 
among the middle and lower classes has reached a stage that in 
some countries the government has taken a hand in attempting it 
eradication. The United States emigrant authorities will not permit 
emigrants with trachoma to enter this country. Some states 
notably New York and Illinois have for some time attempted to 
educate the laity as to its prevention. The question also resolves 
itself into arousing the physicians to increased activity by: in- 
structing his trachoma patients and other members of the family 
as to its contagiousness and how to prevent its spread, by such 
simple measures as patients individual basin and towel and 
bed etc. It is true that many, many times this disease spread> 
through all the members of a family leaving them more or less 
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incapable of earning a livelihood and it is also true that a large 
per centage of cases could be prevented. Why not, then, have 
increased activity and less trachoma? 

ee & 

Chicago has just witnessed what in many respects was the 
greatest medical meeting in the history of the world. In point 
of attendance it surpassed anything of its kind ever held in this 
or any other country. In completeness of every detail it cannot 
be surpassed. It was heard on every side that the sectional 
work could hardly be improved upon and the entertainments 
provided by the Chicago Physicians was a success in every par- 
ticular. The opening meeting at which the incoming president 
Dr. Henry L. Burrell gave his address was held at the Auditorium 
Tuesday morning and the reception to the president at the Coliseum 
the following Wednesday night. The exhibits were displayed 
at the armory on Michigan avenue. The society had as visitors 
from abroad E. Treachor Collins, London, Chas. Edward Beevor, 
London; Edward Albert Shafer, Edinburg; Albert Jansen, Berlin, 
August Martin, Greifswald; Ernest Ferdinand Sauerbruch, Mar- 
burg; Johannes Pfannenstiel, Kiel. 

The officers elected were :— : 

President, Dr. William C. Gorgjs, Ancon, Panama. 
First Vice President, Dr. Thomas Jefferson Murray, Butte, Mont. 
Second Vice President, Dr. John A. Hatchett, El Reno, Okla. 
Third Vice President, Dr. Thomas A. Woodruff, Chicago, III. 
Fourth Vice President, Dr. E. N. Hall, Woodburn, Ky. 
General Secretary, Dr. George H. Simmons, Chicago, IIl., re-elected. 
Treasurer, Dr. Frank Billings, Chicago, Ill., re-elected. 


(<> 
NEWS NOTES 


Dr. M. T. Sudler of the University of Kansas will spend his 
summer in Cleveland and elsewhere studying the methods of 
teaching operative surgery. ak 

e bik 
Dr. W. K. Trimble of the University of Kansas is spending 
his vacation visiting the laboratories of the eastern universities, 
particularly Harvard and Pennsylvania. 


eer € 


Dr. H. L. Chambers of LeCompton who was recently elected 
Students’ Physician in the University of Kansas will move to 
Lawerence and take charge of the new students’ hospital there 


this fall. 
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Dr. Geo. H. Hobson University Medical, 1908, has located 
at Valley Falls, Kansas. 
rk 


Dr. C. _B. Stemen of Kansas City, Kansas, spent the months 
of May and June travelling in the east and attending the confer- 
ence of the Methodist Church as a delegate, 

eke & 

THE UNIVERSITY OF MISSOURI has found it impossible 
to begin its work at St. Louis in September; therefore the last 
two years of its work will be given for another year, at any rate, 


at Columbia. ' 
ee & 

Dr. B. F. Morgan of Clay Center, Kan. was out of commission 
a couple of weeks last month. Cause—A stone bruise on his shin 
(a hematoma) caused by a base ball in motion being iis ay 
on the afore said member. 

ok oe hab 

Dr. S. P. Millard of Carbondale, Kans. has removed to 
Topeka and has formed a partnership with Dr. Theo. W. Peers. 
Dr. Peers is one of the older Topeka physicians and a teacher 
and leader in the treatment of .childrens diseases. 

rk £ 

The School of Medicine of the University of Kansas will re-op- 
en Wednesday, September 16, the entrance examinations being 
held on the 16th, 17th, 18th and 19th. The first lecture for the 
clinical apartment will be given on Monday, the 2Ist. 

er & 

Dr. A. B. Oechsli bought the office equipment of Dr. T. C. 
Hinkle of Stockton, Kansas, and succeeds him in his business. 
Dr. Oechsli is a recent graduate of the University Medical of K. C. 
Mo. and former manager of the W. M. C. foot ball team. 

ee 

Dr. F. M. Tracy of Kansas City is a candidate for the Re- 
publican nomination of Representative for the ilth district. 
The doctor is a member of the Kansas Medical Society and a 
co-partner of Dr. §.S. Glasscock in the Grandview Sanitaruim. 

ek 

Dr.C. W. Haverkampf has been elected Superintendent 
of the Eleanor Taylor Bell Memorial Hospital of the University 
of Kansas. Dr. Haverkamp has had codsiderable experience 
in charge of hospitals in connection with the United States navy 
and is therefore will fitted for the position. 
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Dr. J. P. Stewart of Clay Center was a delegate to the 
Democrate National Convention at Denver in July, which nom- 
inated Bryan for president. 

ke EE +e & € 

| The Post-Graduate Medical College in Kansas City, 
Mo., which was organized some time ago is making rapid strides 
toward success. ‘In many departments the clinics are all that 
can be desired. The trustees have purchased the building former- 
ly occupied by the Medico-Chixurgical College on Independence 
Avenue and it is used for a hospital and an out door clinic. Kansas 
City is certainly well able to support a post-graduate medical 
school and the starting of this one is timely. 


e & & 


Program of Decatur and Norton Co. Medical Society June 
30, at Dr. C. G. Brethouwers office, Norton, Kansas. 


Cholera Infantum ... ... =-§. C. Standard 
The A. M. A. Meeting of 1908 at Chicago, W. C. Cole 
Clinic 
Round Table Discussion 

C. G. Brethouwer, Pres. C. S. Kenney, Sec’y. 


June 25, 1908 
ek & & 


The ordination exercises and the graduation exercises of the 
School of Medicine of the University of Kansas were held at the 
Coates House, Kansas City, Missouri, on Monday evening June 8. 
The attendance of the out of town guests was almost entirely 
prohibited by the high water. However, the program was 
successfully carried out. Dr. Palmer Findley, Professor of Gyneco- 
logy in the University of Nebraska, delivered the ordination 
address on ‘‘The heroes of medicine.” At the banquet Dr. Jacob 
Block acted as toastmaster and the speakers were Doctors Hoxie, 
Wood, Sawtell, Cissell, Glasscock, Woodin and Mr. Irland. The 
formal graduation exercises were held at Lawrence, June 10. 
Governor Johnson of Minnesota was the speaker of the occasion. 
The doctorate address was delivered by Reverend Clay Cissell 
at the Methodist Church at 7th and Washington Streets, Kansas 
City, Kansas, on Sunday morning, June 7. 


EDITOR OF THE KANSAS MEDICAL JOURNAL, 


Kansas City, Kans. 
Dear Sir:—I am giving below a copy of a resolution which 


was passed by the Labette County Medical Society at its meeting 
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Wednesday, June 24th, which I was asked to forward to vour 


Journal for publication. 
Whereas reliable statistics show that tuberculosis is respons- 


ible for one thousand two hundred deaths in Kansas annually; 


therefore be it 

RESOLVED, That this Society heartily favors the project 
of the State Board of Health to establish an institution for the 
treatment of tuberculosis, and that we request the members of 
the Legislature from this district to do all in their power to pro- 


mote this project 
Yours truly, 
H. P. MAHAN, Sec’y. Pro. Tem. 


er &€ & 


Kansas furnished her full quoto of physicians at the Chicago. 
meeting of the American Medical Association. Those registered 


are as follows:—. 

Alkire, H. L., Topeka; Blue, Robert B., Wichita; Bressler, A. H., Nicker- 
son; Carlile, J. B., Leon; Langworthy, 8. B., Leavenworth; Mahan, H. P., 
Parsons; Moore, Rk. M., Olathe; Patton, C. L., Olpe; von Trebra, R. L., 
Chetopa; Brewer, J. F., Minneapolis; Button, Edwin C., Great Bend; Clark, 
J. D., Wichita; Cornell, Howard M.., Kansas City; Cummings, J. S., Bronson; 
Daniels, E. N., Beloit; Davis, O. P., Topeka; Gardner, M. G., Greenleaf; 
Glasscock, Samuel S., Kansas City; Graves, W. H., Wichita; mS 8S. J., 
Winfield; Hagan, Martin, Wichita; Hawley, J. E., Burr Oak; Huffman, 
Chas. S., Columbus; Jarrett, M. F., Fort Scott; Johnson, A. C., New Murdock 
Koentz, C. H., Onaga; Love, J. E., Whiting; May, James W., Kansas City; 
McCullough, W. A., Delavan; Menninger, Charles Fredric, Topeka; Miller, 
M. A., Newton; Phares, W. A., Wichita; Porter, M. C., Clay Center; Priest, 
W. k., Concordia; Leynolds, L., Horton; Seacut, Geo. M., Cherryvale; 
Sawtell, J. E., Kansas City; Smethers, W. H., Moline; Sterrett, Wm. P., 
Kansas City; Stewart, J. P., Clay Center; Stough, D. F., Stockton; Tooley, 
Geo. E., Washington; Trueheart, Marion, Sterling; Trusler, L. S., Fall 
Liver; Wilson, EK. M., Nortonville; Adams,Wm. A., Easton; Ball, Samuel 
E., Mapleton; Barnes, Ida C., Topeka; Bowers, C. E., Wichita; Braucht, 
F. E., Wichita; Caffey, Hugh B., Pittsburg; Cole, Charles W., Norton; 
Davis, J. W., Independence; Davis, Josephyne E., Ottawa; Dinker, Otto 
F., Sylvan Grove; Dorsey, J. G., Wichita; Edgerton, Wm. M., Dwight; 
Esterly, D. E., Topeka; Fiack, A. C., Fredonia; Fuller, J. A., Lane; Grove, 
W. T., Eureka; Gsell, J. F., Wichita; Harkey, W. C., Gardner; Harper, 
Frances A., Pittsburg; Hamilton, Geo. L., Kansas City; Henderson, A. G. 
Leonardville; Jones, Llewelyn L., Altoona; Lindsay, W. S., Topeka; Lutz, 
Earnest J., Kansas City; Meade, }.eginald H., Great Bend; Minn, D. P. 
Aldin; Minney, J. E., Topeka; Murdock, S., Jr., Sabetha; McCarty, Claude 

., Dodge City; McKay, Wm. T., Arkansas City; McVey, W. E., Topeka; 
O’Brien, D. S., Beloit; Pigmain, 8. C., Concordia; Poole, John G., Kansas 
City; Purdue, G. C., Wichita; !.eynolds, C. W., Holton; Sams, L. V., Topeka; 
Sawhill, W. F., Concordia; Shelton, F. W., Independence; Shonkwiler, 
T. M., Burns; Stelle, H. L., Pittsburg; Steelsmith, Simon, Abilene; Walker, 
O. D., Salina; Warriner, W. L., Topeka. 


ee € 


The following 81 physicians passed the Kansas State Board 


examination held at Kansas City in June:— 

W. M. Anderson, 1968 North Third street, Kansas City, Kas.; S. G. 
Ashby, Pleasanton, Kas.; 8. D. Anderson, Kansas City, Mo.; W. C. Brashear, 
Odessa, Mo.; C. L. Beeching, general hospital, Kansas City, Mo.; E. E. 
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Bonnin, Burden, Kas.; S. T. laggy St. Joseph, Mo.; E. L. Beard, Waukomis. 

Albert Beam, Wilsey, Kas.; W. C. Burnaman, Hollenburg, Kas.; W, 
A ri Athort Bes Howard, Kas.; J. B. Close, Norton, Kas.; L. k Sone 
1610 Central street Kansas City; D. B. Craig, Kansas City, Kas.; Cee ae 
Cave, Smee ag block, Kansas City, Kas.; F. Coffman, St. pete 2 Mo.; 
J.C. Dingus, Mound City, Kas.; C. C, Dastish University of Kansas ospital, 
Rosedale, Kas.; E. T. Erickson, 225 West Fifteenth street , oe City. 
Mo.; A. M. Fortney, 706 West Tenth street, Kansas City, Mo.; C. Field, 
Paola, Kas.; A. M. Gorton, kialto building, ‘Kansas City, Mo.; 8. Ao Hatlen, 
Indiana building, Kansas City, Mo.;G. E. Haughey, Leavenworth, Kas.; 
L. E. Haughey, To ae Kas.; Z. G. Houser, Madison, Kas.; J. K. Hawey 
Salina, Kas.; G. L. Harrington, Independence; G. H. Hiltz, 301 Independence 
avenue, Kansas City, a. ; G. K. Hobson, Kansas City, Kas. C. W. Hendrick- 
son, Corbin, Kas.; A. Isenberg, Collyer, Kas.; N. L ” Johnson, Green 
Castle, Mo.; W. H. ‘Kirkpateick, Abbeyville, Kas.; G. M. Kendall,’ Engle- 
wood, Kas.; O. G. Keller, ere Kas.; H. P. Knowles, Topeka, Kas.; L. A. 
L.A. Kellar. Bernard, Kas.; ;L. E. Lee ‘Weatherby, Mo.; SLawson, Weston, Mo.; 
C. B. Magee, Cunningham, Kas.; B. I. Mills, ‘Atwood, Kas.; W. W. Miller, 
Osborne, Kas.; L. B. Miller, Kansas City, Mo.; G. W. Matthewson, Brancroft, 
Kas.; iG. Miller, jr., Norton, Kas.; J. R. Newton, 3615 Smart avenue, 
Kansas City; Paul Newlon, Cr es Kas.; C. M. Newman, Albany, Mo.; 
A. B. Oechslie, Stockton, Kas.; ae F. O’Malley, Hope, Kas.; C. C. Price, 
Versailles, Mo.; B. B. Parrish, Kirksville, Mo.; Stanley Pouline, 3536 Central 
srost, Kansas City; W. H. Perry, Chillicothe Mo.; coo. a ik yan, Purcell 


HH. D. Riordan, Delphos, Kas.; F. H. hiney, Dodge City, Kas.; M. W 
il 1205 the Paseo, Kansas City, Mo.; B. F. koe, Chanute, Kas.; P. A. 
, Mo.; S. H. Snow, 702 Spruce 


Riddles, 3114 Chestnut street, Kansas Cit’ ; 

street, Kansas City, Mo.; H. C. ag eg ola, Kas,; W. B. Stewart, Lenexa, 
Kas.; K. D. Saunders, Jonesboro, Ill.; J. ‘Swann, Lansing, Kas.; W. 
Sweet, Marquette, Kas.; EK. E. baw havenwood, Mo.; Herbert Tuthill, 
902 Independence avenue, << -¥ City, Mo.; J. G. Woodin, 902 Independence 
avenue, Kansas City, Mo.; Wittich, “Mount Sterling, O.; k. S. Whit- 
taker, Coffeyville, Kas.; W. 2 Aint jr., Port in Tex.; G. K. Win- 


slow, Oakley, Kas.; C. M. Wallace, St. Jose h, Mo.; E. L. Waterman, St. 
Francis, Kas.; B. J. MeKay, Girard, Kas.; S. A. McCool, "hn Joseph, Mo. 
J. L. MeDermott, Kansas City, Kas.; B. ’B. "Mason, Grenola, Kas.; J C 


McLaughlin, Kansas City, Mo.; and J. L. keed. 
¢ ¢ ¢ 


The regular meeting of the Mitchell county Medical society 
convened at the Woodmen hall Thursday, June 18, at 2. p.. m. 
Physicians present, Drs. Brewer, Home, Daily, Daniels, Spain, 
Saunders, Antrobus, Seager, Edgerton and Cook. 

PROGRAM 
Report of clinical cases—Dr. Edgerton. 


Reflex neuroses—Dr. Saunders 
The papers were exceptionally well written and received 


a full and free discussion by all physicians present, making it one 
of the most interesting and instructive meetings held in the history 
of the society. 

The following are some of the reasons why ethical physicians 
object to having their names connected in public print with the 
ills of their patients: 

Sec. 2. Code of Ethics of the American Medical association: 
Secrecy and delicacy should be strictly observed, and the familiar 
and confidential intercourse to which physicians are admitted 
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in their professional visits should be guarded with the most 
scrupulous fidelity and honor. 

Sec. 3. The obligation of secrecy extends beyond the period 
of professional services. None of the privacies of individual 
or domestic life, no infirmity of disposition or flaw of character 
observed during’ medical attendance, should ever be divulged 
by physicians except when imperatively required by the laws of 
the state. The force of the obligation of secrecy is so great that 
physicians have been protected in its observance by courts of 
justice. 

Sec. 7. It is incompatible with honorable standing in the 
profession to resort to public advertisement, to publish cases or 
operations in the daily prints or to suffer such publications to 


be made. 

WHEREAS, the press of Mitchell county contains daily 
or weekly notices making members of our profession conspicuous 
violators of the code, and fully realizing that the editors are not 
doing this with evil or malicious intent and would be among the 
last of our citizens would do aught to degrade the members of 
the Mitchell county profession in the eyes of the great medical 
profession of America, who respect and govern their professional 
conduct by the code, therefore 

BE IT RESOLVED, that the president of this society 
appoint a committee of three in the city of Beloit and one member 
in each of the other towns in Mitchell county, where there is a 
daily or weekly publication, to confer with the publishers and 
request their co-operation in the future to prevent the names 
of the Mitchell County Medical society appearing in public print 
in any way connected with ills or sickness of their patients. 

The preamble and resolution were unanimously adopted 
and the following committees appointed to confer with the editors: 
Drs. Daily, Home and Cook for Beloit; Dr. Blades for Scottsville; 
Dr. Saunders for Cawker City; Dr. Spessard for Glen Elder. 

E. E. Brewer, President. 
W. H. Cook, Secretary. 
eke £€ 

NOTICE TO COUNTY SECRETARIES:—I wish to call 
attention to those who are delinquent with their state dues and 
ask them to pay up at once. On Sept. It. all who are in arrears 
will be dropped from membership, and the Journal discontinued. 
I know that many are ready and willing to pay if their attention 
is called to ist. Kindly notify all members in your county. 

CHAS. S. HUFFMAN Secy. 
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KANSAS MEDICAL COLLEGE, TOPEKA.: NOTES. 
The Nineteenth Annual Session will begin Wednesday, September 
8th, 1908 for a term of thirty weeks. 

eek & 
The Washburn Catalogue for 1907 and 1908 shows a corps 
of one hundred teachers. Forty-one teachers of medicine in 
the Kansas Medical College and fifty-nine teachers in the other 


departments’ 
te oe 


Topeka has five hospitals aside from the State Hospital. 
The latter has about one thousand patients. 


e & 
Washburn College enrolled seven hundred and eleven students 
last year. 
ke & & 


Dr. O. L. Roller of Centropolis, Kan. has been appointed 
assistant Medical examiner forthe Knights and Ladies of Security 
Insurance Society with head-quarters in Topeka. He will give 
up his pratice and locate in Topeka. This is one of the strongest 
mutual insurance organizations in the world. There are ovet 
eighty thousand members. The doctor will be assistant to 
the chair of Pathology in the Kansas Medical College. 


eke £ 
DEATH OF DR. W. H. SMETHERS. 

Dr. W. H. Smethers, of Moline, Kansas died very suddenly 
at his home on the morning of June 12th, 1908. He complained 
of not feeling well on retiring the night before but got up and 
answered a call during the night. When he returned he com- 
plained of a severe headache and took some nerve sedative to 
quiet the pain. While waiting for this medicine to take effect 
he asked his wife to hand him a bottle of chloroform, and after 
taking an inhabitation he immediately expired. 

Dr. Smethers took an active interest in all efforts for the 
advancement of the science of medicine. He always attended 
the meetings of the State Society and by his presence and work 
demonstrated his interest in the state meetings. 

The writer saw him a few days before he died at Chicago 
attending the meeting of the A. M. A. At the time he seemed 
be in the best of health. His death is a distinct loss to the pro- 
fession of the State. The Journal wishes to extend to his family 
our sympathy in their great bereavement and assure them of 
the high esteem and respect in which he was held by the medical 
profession of the State of Kansas. CHAS. S. HUFFMAN. 
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THE EDWARD N. GIBBS, MEMORIAL PRIZE 
ONE THOUSAND DOLLARS. 
SUBJECT:—THE ETIOLOGY, PATHOLOGY and TREAT- 

MENT of the DISEASES of the KIDNEY 

THE NEW YORK ACADEMY OF MEDICINE announces 
that the sum of ONE THOUSAND DOLLARS will be awarded 
to the author of the best essay in competition for the above mention- 
e@ prize. 

The subject of the essay, as stated, shall be, “THE ETIOLOGY, 
PATHOLOGY and TREATMENT of the DISEASES of the 
KIDNEY.” | 

Essays must be presented on or before OCTOBER FIRST, 
1909. 

The three subjects mentioned in the title as above given, 
need not be treated with uniform fullness, but new discovery or 
fruitful research will be considered the standard of merit. 

Each essay must be in English, typewritten, designated 
by a motto, or device, and accompanied by a sealed envelope, 
bearing the same motto, or device, which shall contain the name 
and address of the author. 

No envelope will be opened except that which accompanied 
the successful essay. 

The Academy reserves the right, according to the direction 
of the donors, not to award the prize if no essay shall be deemed 
worthy of it. 

The Academy will return the unsuccessful essays, if claimed 
by their respective authors or by authorized agents, within six 
months. 

An essay must show ORIGINALITY in order to obtain the 
prize. 

The competition is open to the members of the regular medical 
profession of the United States. 

The original of the successful essay shall be the property of 
the Academy, and, according to the deed of gift, will be published 
in its Transactions. 

The essays shall be transmitted to THE COMMITEE OF 
THE NEW YORK ACADEMY OF MEDICINE on THE 
EDWARD N. GIBBS MEMORIAL PRIZE. 

JOHN A. WYETH, MD., 
President. 
JOHN H. HUDDLESTON, M. D., 
Recording Secretary. 
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CLINICAL NOTES 


While every male child is not in need of circumcision, a large 
percentage of-cases of ‘‘Colic’’? in male children can de relieved 
by this slight operation. 

 & oe 


In prescribing eye-drops, order a dropper to be placed in 
the bottle in place of a cork as a stopper. It will always be at 
hand and always clean, and the solution will not be contaminated. 


—N. Y. Med Tour. 
¢ ¢-¢ 


The diet of a patient in many cases is much more important 
than any or all of the drugs inthe materia medica. An absolute 
. milk diet for 30 days in asthmatic cases has been found to work 
wonders in many of the cases. 

te oe 

It only takes one gall stone to make a colic. The severity 
of the symptoms is not necessarilly dependent upon the number 
of stones. In operating upon these cases one or two small stones 
in a distended bladder are easily missed. 

e & & 

A sterile scrub brush with sterile hot water and soap will 
take off more germs from a hand in five minutes, than a 1-1000 
bichloride in several hours. If you are limited to one (which is 
not probable) choose the former. 

e & & 

DONT take it for granted that a patient is suffering from 
bleeding piles just because he passes blood every time he has 
‘a movement of the bowels, because he may de suffering from 
prolapse of the sigmoid, ulceration, fissure, or cancer.—Amer. 


Jour. Surgery- 
e & € 


If a patient persists in running evening temperatures which 
cannot be accounted for after a thorough physical examination 
and blood examination, one should place the patient on increas- 
ing doses of the iodids, for the fever may be due to an old syphilitic 
infection.—N. Y. Med, Jour, 

er & £ 

A quick way to handle an incarcerated fish-hook: Force the 
point with barb outward through the skin and rapidly incise 
the bridge of tissue between it and outgoing wound. This gives 
the open wound desired, which can be cauterized with carbolic 
acid and alcohol and dressed antiseptically. 
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In acute appendicitis the best prophylactic against opiates 


is an ice bag. 
ee & 

While the point of tenderness of pain is almost always located 
at McBurney’s point in appendicitis, in a few cases it is not. In 
two recent cases, the pain in one was located above the crest of 
the ilium on the right side, in the other the only complaint of 
pain was in the lumbo-sacral region of the spine. 


ee & 


TREATMENT OF MUSHROOM POISONING.—Mahen, 
in La clinique summarizes the treatment of mushroom poison- 
ing. The first thing to do is to evacuate the stomach by an emetic 
and then administer a purgative. In cases where there is contract- 
ion of the jaw, apomorphine should be given hypodermatically 
in a dose of one twelfth of a grain for adults. After the stomach 
has been emptied of the poisonous matter, administer demulcent 
drinks, such as milk, albumen water, etc. Apply a sedative 
application of camphorated liniment and chloroform to the abdo- 
men, to overcome the fainting condition sinapisms may be applied, 
or hot coffee given internally, or hypodermatic injections of ether, 
or caffeine—N, Y. Med, Journal, 


er & & 


Iodine in the Treatment of Ulcers.—In a communication to 
the Journal of the American Medical Association, for May 30, 1908, 
J. W. Roop, of Apache, Okla., says he has found the application 
of a saturated solution of iodine in alcohol to give excellent results 
in the treatment of ulcers. He began by painting the skin up to the 
edge of the ulcer, and this produced such good results that he 
ventured to use it on the surface of the ulcer itself. He has found 
that iodine used in this way in an efficient means of converting 
a septic ulcer into a clean, granulating wound which heals readily 
He applies the iodine, either in ‘‘a concentrated form or a saturated 
solution in alcohol,’’ every day or as often as is required until 
the slough separates, when an ordinary dusting powder and gauze 
may be applied. The iodine should then be discontinued, but 
if any unhealthy or superfluous granulations appear, it should 
be again applied. He says it quickly changes a phagedenic 
ulceration into a healthy condition, and speaks of other indications 
in which it has been serviceable, as in mouth and throat troubles, 
by painting it over the surface. It will arrest and cure pyorrhoea 
alveolaris. The application is usually painless—-N. Y, Med. 
Journal. 








